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1. Redefining the Mission of the Medical School 


Yl 
* , . @ > 7 . > . 
. = environmental exposures, and on the need for behavioral or “ 
style ae anges, adequate exercise, and improved nutritional habits in 
interests of disease prevention and health promotion. 
that relate the two views are scarce. 


lile- 
the 
Balanced presentations 


In Canada, most provinces recently have established commissions to ¢ 
amine their health care arrangements in response to Sbnuilabl: eA 
ol services and rapidly increasing costs, Kor cxaumple, the SR Ree 
Commission on Directions in Health Care has called for a “Consumer-Con- 
trolled Health Care System” with local Coungils of laypersons determining 
priorities and allocating resources. It recommends much greater retells 
on “Community and Supportive Living Services,” and creation of “an as 
tonomous Health Analysis and Development Commission to monitor and 
analyze health programs and practices.” This new entity is to report directly 
to the Provincial legislature and to local Health Councils (Saskatchewan 
Commission on Directions in Health Care 1990). A project entitled “Edu- 
cating Future Physicians of Ontario” aims “to change medical education 
- + + $0 that it is relevant to the requirements of society. The primary ob- 
jectives are 


¢ To define the future roles of physicians in Ontario in relation to community 
needs, and to translate these role descriptions into educational objectives 
for undergraduatewmedical education in Ontario; 

* To prepare educators in Ontario’s five medical schools for helping medical 
students achicve the stated objectives; and 

* To design new assessment tools and systems for determining the achieve- 
ment of the competencics'! of future Ontario physicians, to be used in On- 
tario medical schools (Task Force on the Staffing and Funding of Clinical 
Academic Units 1990). 


In the United Kingdom, the Conservative government moving to contain 
costs has legislated draconian reforms designed to encourage greater cffi- 
ciency by means of competition among hospitals, tighter fiscal management, 
and provision of global budgets for large group practices. These measures 
have the potential for dismantling much of that country’s 40-ycar-old Na- 
tional Health Service, long held in high regard by the general public. ‘The 
medical profession's traditional autonomy is to be drastically reduced with 
the government setting the contractual rules and standards. Henceforth there 
is to be Iess talk ubout “inputs” and “activities”; accountability will be de- 
termined on the basis of “clinical outcomes” (Klein 1990). All of this is lo 
be accomplished in the absence of an adequate, population-based informa- 
tion system and accompanying analysis (McLachlan 1990). 

Commissions spawned by the United States Congress and other bodies 
have advanced proposals for dealing with national health care arrangements 


skills, and attitudes. A term used in evaluating oulcomes 


‘Competencies: knowledge, 
of educational and training endeavors. 
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in serious disarray. Problems with the United States’ *system” have resulted 
in social tragedies that are rapidly ‘becoming politically intolerable The 
“gee the 15% or more of American citizens who have no health ison 
tanto a cas ee 
mentally ill. At the same time the lsat of te esis re pile 
so-called “health care delivery ‘yeaa bel se tea * a. ph’ 

sys s° is being called into question. These 
measures have included aggressive competitive market strategies, prepay- 
ment, capitation, and “incentive” bonus schemes, health maintenance or- 
ganizations, and myriad other corporate innovations. More specifically, in 
response to gross imbalances in the provision of generalists and specialists, 
the majority of training funds in New York state have been shifted from 
specialty to primary care residencies as recommended by the State Council 
on Graduate Medical Education (New York State Council on Graduate Ed- 
ucation 1988). 

In Australia, the Federal government has launched a major review of its 
health services following recent reviews of medical (Doherty et al. 1988) 
and public health (White 1986) education. 

The problems of health care in each of these countries have multiple origins. 
Socicty’s expectations, political views on the role of government, vested 
interests, administrative strategies, and professional intransigence all con- 
tribute. Erosion of public trust and confidence in the medical profession are 
the unhappy consequences; collective disenchantment appears to be at an 
all-time high. For this state of affairs, the academic branch of the profession 
must assume much of the responsibility and now has the opportunity to pro- 
vide renewed leadership. The contributions that follow, therefore, are de- 
signed to stimulate discussion and provide concrete examples of strategies 
for reversing these trends by responding to the public’s concerns. 

Loss of interest by medical faculties in the health of populations is a twen- . 
tieth-century phenomenon. In the latter half of the nineteenth century, the 
London Epidemiological Society, consisting largely of prominent clinicians, 
numbered among its members such academic luminaries as Richard Bright, 
Sir Charles Hastings, and T. Clifford Albutt. The titles of papers read belore 
the Society attest to the organization’s broad interest in the population s 
health: “On the Geographical Distribution of Health and Discake #8 Con- 
nection Chiefly with Natural Phenomena,” “Suggestions for perenne 
Statistics of Discase Among the Poor,” “On the Discases and nase Ns 
Artisans and Labourers, ‘Traceable to Their Respertyy OS one i 
“On the Present Position and Prospects of Epidemiological Scienee™ (Lept- 
demiological Society of London anes hysicians with postgraduate 

In 1832, a group of America’s foremost physiciat ach. Ue 

saining in France f ed the Society for Medical Observation, which, like 
training in France oo sled after a similar entity organized in France 
the London Society, was modele ! = sae ener ie brilliant clinician who 
by Pierre-Charles-Alexandre Louis v : ete fo indered shortly affer ere- 
orivinated the méthode numérique Phis society TO! 
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ation in 1908 of the American Society for Clinical Investigation, largely by 
physicians whose training was in German bacteriological laboratorics. A subtle 
“paradigm shift” occurred at this juncture. Medicine’s broad perspective en- 
compassing populations and the environment, as well as individuals, was 
supplanted by a much narrower reductionist approach dominated by preoc- 
cupation with bacteria and the “germ theory” of disease. 

Meticulous clinical observation and use of quantitative methods were 
superseded rapidly by intense obsession with laboratory investigations to 
unravel disease processes and mechanisms in individual patients. This un- 
deniably successful strategy resulted in the biomedical revolution that even- 
tually ensued and great benefits have accrued to society. There have been 
unintended negative perturbations, however, as academic medicine lost touch 
with the common medical problems that plague most populations. Many 
argue that too much of medicine’s efforts have been directed at conditions 
of relatively low frequency. In the meantime, the study of group phenomena 
and of patterns surrounding the occurrence of disease in populations has 
waned. It is now time to redress the balance and restore the broader vision 
that once informed the missions of the profession and its medical schools. 

For at least two decades, national and international bodies have docgu- 
ave cated to Pe ty See ag within and BEIORE 
ricci edecation te Z aoe with pomery care, ave 
ulation based,” and have urged medi ii oN ae seateie 
ee in Sadan ues eh hy to establish closer asso- 
tial health research” (Ro cies ict os ae = eel a pele 
1073. Gast yi CIC we Medicine and Josiah H, Macy Jr. 
. a Gastel and Rogers 1988; World Federation for Medical 
yes — of a Health Research for Development 1990). 

ae aii st. Grafting onto the curriculum 
ea. ‘a ee o8y; and the environmen 
1 rked; the grafts have not t 

and focused effort is needed to facilit 
ak and health care of th 
sion of the medical s 


a few lectures on 
t, or hiring a few social sci- 
aken. A much more intensive 
ate the kinds of change that will im- 


¢ public. The place to start is by re- 
chool. 


IL. Opportunities and Challenges 


Realistical] i 

s » Medical s 

ertivcly . bi ate today have little choice but to respond c 

ee det, Population’s needs; yet few elect to d e es 
cbate whether or not their f ee re cancels 


a balanced, bro 


ad view of the he rie 


ation 
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as the individual patient—physicn an On a 
spectives. All three, but especially the Mates population vicilicnel 
ulation perspectives, are frequently lin ed ee aoa useful stem 
Others, however, have moved.on to Ci ae ee schools hel 
egies for achieving a ee a types and numbers of phy 
affiliated institutions are tO PP a eee ei assumptions should gor 

ee we ei pone eae. A what informatio 
y ae Meee ee to be identified and their relative importance 
eared Who should do this? What are the respective roles Ne oe 
(and their medical faculties), professional organizations (colleges, rahe 
ing bodies, specialty societies, and certifying boards), pom ae 
and governmental entities in making these choices? In particular, w a : 
stitutional and professional competencies are required to make medias gra 
uates—and future physicians—more responsive to the citizens percelv 
individual and collective needs? Such questions provide the rationale for t 
contributions that follow. 

The four countries’ major medical bodies, i.c., the American, Australi: 
British, and Canadian Medical Associations, are dominated by practiti 
ers—often generalists. Their influence on educational policy varics wit 
each country but is, for the most part, modest. In the United States es 
cially, and in Canada, but to a lesser extent in Australia and Great Brite 
academics determine research agendas and provide leadership for m 
professionai colleges, specialty organizations, and associations. More of 
than not, academic specialists and subspecialists control virtually all the ne 
points at which critical professional decisions are made. As a consequer 
decisions by faculty members and representatives of medical schools, te 
ing hospitals, and diverse credentialling bodies drive the profession's 
lective response to the people s health problems and health services. | 
how are the health needs of the population now identified? How are 
research, educational, and clinical service agendas of the medical profes 
now set? All too often these tasks are defined narrowly by the facul 
limited experiences within tertiary care hospitals. Rarely, at least until 
paratively recently, have medical schools begun to assess the health n 
of the populations surrounding them. Rarely have their faculties deliber: 


attempted to design appropriate strategies to ensure that those needs are 
(Eisenberg 1990). 


perspective” as well 


sicians 


“Population Perspective: The capacity to appreciate the determi BP 
variations of health Status and disease in the entire conn ry tee ee 
ulation Health, Health of Populations, and Public Healtl ieee lay ee 
Perspective as an organizing concept. a 
Population Medicine: The application of those 
such largely quantitative disciplines as epidemic 
Slalistics, and in such behavioral science 
social psychology. Population-b 


concepts and methods embod 
ogy, economics, demograply 


sus cultral anthropoloey 


es a ee . Yocioler 
ased medicine is an an . 


alogous term. 
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To whom should members 
isfied with, for example, their 
clans, the excessive use of technology to p 
wishes of paticnts and their families, Widespr 
populations in the rates for common, 
dures und medical prescriptions, aggressive investigative searches for low- 
probability conditions, inequities in the availability ae 
unjust allocation of scarce resources? Some look t 
Cquivalent statutory entities, while others 
professional colléges, or to local consumer a 
health matters. Pressure to attend to these problems now is increasingly di- 
rected to medical schools and their faculties. 

Every physician has some responsibility to provide leadership. Academic 
physicians in particular have unique opportunities to assume these roles on 
behalf of all physicians. It is the faculty who select the students to become 
the physicians of the future; it is they who supervise medical education; it 
is they who help to shape the valucs and viewpoints of medical students; it 
is they who recruit housestalls. Veachers’ altitudes, values, and behavior, 
whether by intent or not, can be used to guide, broaden, or narrow their 
Students” perspectives. As a result, cach faculty member’s viewpoints, prior- 
ilies, and cxumples cun support or detract from students’ interest in the full 
range of health problems and issues socicly expects the profession to uddress. 
Today, the opportunity hus never been greater for medical schools and 
the medical profession as a whole to regain the public’s trust and confidence 
in responding to all their medical needs and in assisting socicty to solve its 
many health problems. As a first step in understanding the origins of the 
profession’s mandate, we need to understand that an implicit social contract 
exists between medicine and the public it serves. The notion of the social 
contract, fostered by Locke and Rousseau and expanded by Jeflerson, covers 
many of society’s unwritten agreements with those who seek to serve it. 
Welcome or not, medical schools are among the institutions on which the 
: social contract is binding. 
For its part, society endows the medical profession, and particularly its 
; academic component, with enormous influence, substantial resources, un- 
equalled status, and generous financial rewards. In turn, the profession, led 
by its medical faculties, can reasonably be expected to help identify, un- 
. derstand, and ameliorate the population's individual aod collective health 
) problems. ‘These relationships are based ona social CONERE dass paptes- 
»sion has this mandate or these expectauions. Phe fatter S very existence seems 
sunknown to many, as others challenge ils validity. ; ; ~ 

To the extent that a social contract has existed in the minds ol ine ae 
profession's Icaders, it hus gradually eneayelcal in = ici aa aR A 
“World War U. Bismarck’s introduction ol social sare in one ‘on 
century ago, one of the contract's earliest tangible i af this 
‘alerted the profession to its responsibilities as a major 


of a community turn when they are not sat- 
health status, their relationships with physi- 
rolong life in defiance of the 
cad disparities among different 
and not-so-common, surgical proce- 


of health care, and the 
© health departments or 
look to medical societies and 
dvocacy groups concerned with 
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inhovation. Instead, there has been a long history of resistance to govern- 
mental control of medical care payment mechanisms. But in every confron- 
tation the profession has had to retreat sooner or later and public dissatis- 
faction with the profession has increased. It follows, then, that the first step 
in any strategy for change should be to promote collective understanding of 
the nature of the contractual relationship the profession has with society. 
Everything else follows from that. Medical faculties should accept fully so- 
cicty’s mandate to foster more effective relationships with patients and the 
populations they serve. In the Chapter 2 this implicit social contract is sub- 
jected to extensive scrutiny. ; 

Medicine, together with law, following the cxample set by their profes- 
sional schools, must surely be one of a diminishing number of “service” 
professions and social enterprises that responds to the public’s expectations 
with what some take to be an “elitist” approach. Other successful service 
organizations start with “market” and demographic surveys, to use com- 
mercial jargon, with opinion polls, to use political language, or with pop- 
ulation-based or catchment area surveys, to use epidemiological terminol- 
ogy. A helping profession secking to serve the people should start with careful 
analyses of the public’s individual and collective problems, especially when 
it is they who do the suffering and pay the bills, The definition of the pop- 
ulation served (for example, the municipality, county, district, provinee, 
statc, nation, region, or the world) and assessment of its health problems 
are prerequisites for determining priorities and planning medical education, 
clinical research, and health services. 


Il. Limitations of Traditional Approaches 


In most biomedical research—especially that done in clinical departments— 
the prevailing approach can be expressed as the unspoken ey of etna 
vestigator to decide the important questions based on his or her own se y 
and interest. Granted, the investigator's curiosity drives all successfu a 
i i inici S sted to fundamental or basic) 
search. But, especially in clinical (as contras : seis 
research, should not the importance of the health pels tot “pei rf 
also be a major consideration? awa wr earn sage 
ipi iological Society, for example, Vu naan 
Becca the interests of far too few payer i aes Gonanh 
stitutions, especially medical schools. The een aa 
institutional responses lo social need and investes eco, 
curiosity are mutually exclusive. Achievement ol mete . i pect Scene 
sver, docs require that cach school develo exp ion R ss a pee 
pate faculties too often tend to adopt a tap-dows Rec te 
ye ++ educational, research, and service agendas. If this vie 
pk ec ene riented and community-based perspectives each 
supe a . ie ee oan relotive inaportance of society's health 
facut avn need te at Th 
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ns is to : : ctary costs 
i jae. and disability together with their personal and monctary costs. 
pain, ah i 


And each medical school will need to determine how ene i Ses a 
formation for setting educational, research, and service prioritics. ne d 
munity’s health and related social problems gesiand ue es a “i se 
than they are currently accorded by medical schools if medicine is of ulfi 
its part of the social contract. All this needs to be done with population- 
based numbers. : 

A wide array of population-based health statistics available internation- 
ally, nationally, and locally now enable the public and politicians to question 
both the authoritative and authoritarian aspects of the medical profession’s 
role. As illustrated in Chapters 3 and 4 most of these statistics cover the 
nature and distribution of health problems and services. Others assess the 
outcomes of interventions in relation to types and appropriateness of health 
services. Much more information is on the way. This exponential increase 
in credible “health intelligence” about the relative benefits, risks, and costs 
of medical interventions is being published in the lay press as well as in 
professional journals. The notion that the medical school alone is the last 
court of appeal and the keeper of the “gold standard” for the profession is 
being challenged by those who prefer to invoke other sets of “facts” about 
the population’s health. This shift recognizes that it is no longer valid to 
give greater credibility to anecdotes about “individuals”—the medical 
profession’s paticnts—than to “numbers” that aggregate the population’s 
collective problems, experiences, and health status. The numbers, or health 
Statistics as they are known in medical circles, in the memorable words 
the late Major Greenwood, the eminent British statistician, 
with the tears wiped off.” As numeracy catc 


become just as vivid indicators of the huma 
dividual suffering. 


of 
“represent people 
hes up with literacy, numbers 
n condition as accounts of in- 


array of infor- 
to design strategies for 
attend to their pressing health care 
society’s needs and investigators’ 


problems. To achieve t 
to redefine its mission, reali 


ils Composition, 


The helping and caring functions of the 


feration of technologic 


ion, medical schools 
and expect the public’s ‘ 


i. and trust; 
an almost limitless 
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be determined. Measures will be needed for the extent of 
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“y. To restore the public’s trust, medicine must eae 
ne : fi Ivocate. This will require the reintroduction into me aoe 
oe ee ssptition based concepts and ae to see ee, 2 

itional patient—physician relationships. Such nie : 
ee. attitudes and broader pense ee c 
Achievement of these objectives involves not only rede se geet oe 
the medical school but practical changes in the con 1 ea an 

‘on takes place, as well as in the prioritics assigned to cach compor 
a. ae jects ios have adopted innovative, population-based, 
robe approaches to understanding and responding to the ill 
and medical needs of the local citizenry and soe generaily. Practical ex 
amples of these strategies are discussed in Chapters 4 and 5. 


IV. Contemporary Developments Favoring Change 


In spite of our current problems, there are grounds for optimism. If social, 
financial, and political pressures are decmed insufficient, five contemporary 
developments in medicine are allics in the urgent quest for needed change 
(White 1991). Although many medical school faculties are contributing to 
these developments, few have formally taken inventory of those bits and 
pieces that presage the need for major shifts in institutional perspectives and 
priorities. This is especially true for the medical curriculum. 
First, there is the information revolution, Information comes trom many 
sources, such’ as- observations, experiments, analyses, syntheses, books, 
journals, bibliographies, and statistics. All are essential if the profession is 
to respond appropriately io individual and collective health needs, but filters 
are required to do this effectively and efficiently (Hardin 1985). One filter 
involves the skills of critical appraisal. Based on statistical and epidemiol- 
ogical concepts and methods, these skills should be applied vigorously and 
rigorously to evaluate most types of information, especially those involving 
interventions and mancuvers designed to do “good.” Computer searches of 
the medical literature, analyses of datavases, and exposure to the scientific 
and popular media provide professionals and the public alike with ready 
access to medical advances and information. An avalanche of publications 
threatens the health enterprise with distracting noise that drowns out the few 
Wee ae ei ae glimpses of wisdom. Ir 
radio, and television regularl vee > : ile : 
inchensgee Ps coun oan picces on medical matters. 
~ oe ations ask probing questions about the ef. 
ficacy, risks, availability, appropriateness, and costs of medical care 
in An ae epidemiology and statistics (especially health sta- 
stics, rast to biostatistics) to illuminate the nature, extent 
of health problems. There is rowing iliari : : — =< 
ulty with the statistical cee npnlicd a aa ae an Of clinical fac 
morttory studies, but much les 


apers, popular magazines. 
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pepetiatity with the use of staustical concepts, especially probabilistic think- 
Ng, in setting goals and objectives for education, research, and servic 
Health Statistics are based on the adequacy and iccundey of Gliaat ata 
mauon, including diagnostic labels at all levels of care. These data es . 
are aggregated into the health statistics that are essential for guiding e a 
table resource allocation and for evaluating and Managing health See 
Suitable filters can array a population’s health Slalistics to show “ 
ample, the rank order of population-based rates by diagnostic or ‘ 
labels and by age, sex, and occupational groupings of such measures 
in pain, days in bed, disability days, hospital days, work or school days 
lost, tests, prescriptions, procedures, etc. By this means, rates for both small 
and large geographic areas can be compared over time and place. Institu- 
uonal and educational goals can then be set to respond to the target popu- 
lation’s health problems in a timely and reasonably objective fashion. Med- 
ical facultics can now replace rhetoric and precedence with quantitative 
evidence as the basis for defining the school’s mission. The information 
revolution is bound to extend and strengthen the scientific base of the health 
enterprise and hasten the need for redefining the medical schools’ mission 
to include appropriate attention to the population’s collective health problems. 
The second ally is our increasing awareness that just as “information” 
concerns the message, “communication” concerns the messenger. Both are 
important—hence the need for wider and better communication. Reading, 
writing, and talking face-to-face or through computers, vidcos, telecom- 
munications, and “hard copy” are means of communication. So are listen- 
ing, observing, touching, counselling, and explaining. Interpersonal trans- 
actions are the core of most communication, in the health field at, both the 
individual and population levels, There is renewed interest inthe patient— 
physician relationship and growing recognition that effective diagnosis, 
treatment, and management require meaningful bilatcral communication. This 
must include physicians’ awareness of the ubiquitous power of two phe- 
nomena that present-day medicine, in contrast to commerce and industry, 
largely ignore. The first is the Placebo Effect, i.c., the capacity of - phy- 
sician’s ministrations, or of any non-specific intervention, <2 evoke subjec- 
tive and physiological responses in patients. The second = thee 
Effect, i.e., the behavioral responses of patients and others to institutiona 
in many different dimensions. Both are prereq- 
ks of all health professionals. Through exposure 
icians Whose medical education is tech- 


for ex- 
roblem 
as days 


or organizational “caring” 
uisites for fulfilling the tas , 
janilics, many student phys i o 
ically oriented eae familiar with the Dees bi, ee we ; 
and “caring.” They also become familiar with the ential ; y Aare 
the human condition and its expression on a conunuum cues ing . ee 
“disease.” There scems little doubt that both individuals an the a ¢ 
ay, redical profession respond more sensitively and scn- 
land collective needs. The prospect of im- 
« is bound to require medical schools te 
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redefine their missions to include concerns for populations as well as for the 
individuals comprising them. 
The third ally is our growing knowledge of genetics and the immune sys- 
tem—the erg of molecular biology. The vast (and controversial) enterprise 
to map the human genome is regarded as the contemporary equivalent for 
health of the Manhattan Project. A full assessment of the medical and social 
Impacts of such a quantum leap in our knowledge of where we start, how 
we are circumscribed by our inheritance, and how we must live to achieve 
the potential of our “talents” is not appropriate here. Nevertheless, the im- 
plications of this project are truly revolutionary, not only for medical inter- 
ventions, but also for behavioral, educational, nutritional, occupational, and 
especially environmental modifications. Physicians, employers, educators, 
the public, and politicians all will need to cope with this potentially prom- 
ising new penetration into the origins, boundaries, and potentials of life itself. 
To understand the genetic heritage that characterizes individual and col- 
lective health risks a population-based perspective is essential. As the human 
genome is mapped, molecular biology must surely turn increasingly to the 
study of populations. Genetic surveys of familics and communitics whose 
health status may be at risk for certain discases will need to be conducted 
if the nature, extent, and prospects for prevention are to be appreciated fully. 
Assessment of “vulnerability factors” such as inheritance of oncogenes or 
genetic predisposition to major mental illnesses are examples of important 
applications. Further advances will mean that we can move from describing 
disease processes to understanding the substrate from which “good” and 
“il” health arise. Of equal concern will be socictal and professional debates 
on, for example, the ethical aspects of fetal research and genetic engineering 
to determine what action we take based on this accumulating knowledge. 
These considerations alone are bound to involve surveys of the public’s views, 
the relative, costs, risks, and benefits of interventions as well as population- : 
based estimates of the prevalence of the conditions under discussion. aa 
We have long talked about host, environment, and agent, but in spite of 
Pasteur’s pioneering efforts, the bulk of that talk in medical = during 
the past half-century has been about the agents—bugs and worms. hae 
recent decades interest has turned much more to the other two components 
of the triad. In addition to our genetic inheritance, there is ~ pied of 
exposure to a wide variety of animate and inane eke that a tae 
cach individual’s reactions to subsequent exposures, Ae " se aed 
he or she perceives and responds to these pias Sea miay 
become more important than identifying the exposures eer es. a 
peas erful new field of psychoneuroimmunology (an unfortunately 
The powerful, ‘ and abetted by the neurosciences and the behav- 
cumbersome term), aided and abette : ‘haracteristice OF avers Ciaaal 
ioral sciences, 1s NOW codifying both the ch i phoapeten a ot 
: ave through which they are mediated. The nature, frequency, 
and the pathways through wiie” e being studied at the individual level. 
and percepuion of these stimuli are being 
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le, iorities 
Bis measured and factored into the establishment of health priorities. 
nee 


“Training,” and perhaps learning to “control” the immune aes ee 
to increase in importance as knowledge of the factors BOueE : aed 
but we are only at the threshold of untold pe aries. The a cpa e 
insights provided by molecular biology are bound to require c a ici fe 
the medical school’s mission so that studies of individual patients ue re 7 ‘ 
to problems experienced by entire populations and subgroups of those 
populations. e 

The fourth ally is the growing societal and political concern with the state 
of the environment—locally, regionally, and globally. There is not only in- 
creasing awareness of the environment’s impact on the public’s health, but 
recognition that the environment is probably the most malleable of all pos- 
sible points for intervention. The potential for changes in our genetic heri- 
tage will remain limited, at least during the foresecable future. Human be- 
havior, unquestionably the most important factor to change, is also the most 
difficult. For some time we have known that occupational and general en- 
vironmental hazards are major determinants of health status. The range of 
known factors extends from exposure to toxic substances, shift-work, and 
job insecurity, through air, water, food. radiation, and even visual and an- 
ditory pollution, to global warming. Social planning to modify and improve 
the environment, as well as to protect the vulnerable, should include the 
medical profession’s active participation, This wili undoubtedly require that 
medical schools redefine their missions to include study of the wide range 
of environments to which populations and patients are exposed, 

The fifth ally is the managerial era now being imposed on Virtually all 


health services; the days of the solo practitioner are over. The emphasis has 


shifted frora concerns about “inputs” of resources and reports of “activities” 
such as numbers of y 


isits to doctors, X-rays taken, and tests ordered to 
measures of results achieved based on medical audit, quality assurance, 
functional outcomes, and value for money. These changes have spawned 
new types of “corporate” practice that include group practices, health cen- 
ters, consortia, networks, foundations, “systems,” 
configurations. Governments at all level 
ticing Prefessionals, are now believed to 
deploying resou 
activities, 
health services research, 


"and other organizational 


ancial performances. Their 
and governed by relatively new ficlds such as 


health systems research, clinical cpidemiology, 


, Outcomes research, and cost—benefit, 


are concerned with greatly increased 
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ger has access to unlim 
Rules, regulations, publi 
“informa 


In this new era the individual nee 
ited resources and unexamined professional Ir sae eS. 
bility, supervision, and managemen a a 
oe ‘ fine and constrain the environment in which phys r 
oe ie ae If medical graduates are to participate ee ; 
SS iesriir this climate and cooperating ues bes 
managerial era, medical schools will have eis ine et ae 
responding to society’s calls for help they wi te Ris. es 
enterprise by means of continuing assessment 0 the pop 


tus and priorities. 


V. Conclusions 


These five developments, accompanied by renegotiation of medicine’s soci: 
contract with the public, have great potential for expanding the perspective 
of the biomedical sciences. They will also alter the contemporary paradig 
constraining the profession’s vision. This, in turn, requires medicine to ¢: 
pand its horizons to encompass not only cells, organs, and individual P 
ticnts, but entire populations and the circumstances in which they live, b 
come il, recover, or dic. This new vision will need to be shared wide 
among physicians, administrators, politicians, and society as the medic 
school proceeds to redefine its mission. Cooperation among all the interest 
parties is a prerequisite for achieving balanced and integrated systems 
-incdical education, research, and‘ services. Without such vision and coo 
eration, fragmented, divergent, and unbalanced strategics for all three m 
calities are likely to persist, thereby obstructing appropriate professional r 
sponses io the full array of society’s health needs. 

For exampie, in the United States, and to a lesser extent in Canada, the 
is growing awareness that the imbalance between generalists and specialis 
limits the access of all citizens to early, compassionate, science-based, co: 
effective care. Many more appropriately trained general physicians are 1 
quired to sort out patients’ initial Symptoms and complaints. These phy 
cians should be competent to manage 90-95% of the initial problems p: 
sented to them without resorting to costly and often unproducti 
investigations, There is critical need tor carlicr recognition of such comm 
conditions its potentially chronic or disabling cardiac and respiratory d 
orders, accident proneness, masked depression, and childhood behavio: 
ace Countless visits involve somatic complaints—backaches, hea 
sone aseaton with prying a ae mere oe han nah 
quiring carly attention, Lenehigee i aan MN 
Sexual ignorance and dysfunctio ~ ~ Pe dependency, child abu: 
} ‘ n, to name the more 
in general populations, Both the a i: MN 

D appropriateness of training and the rat 
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of generalists to specialists de 
to such problems. 

In Australia and the United Kingdom, 
the backbone of the National Health Servi 
Clalists is about three to one; in the United 
and in Canada it is about one to one. Ina 
faculty members, the teaching venues, 
conceptual context in which education, research, and care lake place deter- 
mine the mix of doctors entering the profession’s ranks each year, Every 
medical school will be faced with questions about its priorities for educating 
generalists vis-d-vis specialists—and then for determining the mix of spe- 
cialists. Political and governmental incentives—often financial—for train- 
ing generalists and help from the media to enhance their image could help 
to shift the distribution dramatically. But in all this a resort to population- 
based information should enlighten the debates and inJorm these decisions 
as the medical school redefines its mission. 

What then is the mission of the medical school? It was ‘Albert Einstein 
who observed that the greatest difficulty confronting the twenticth century 
revolved around the persistent ambiguity of our “goals” even as we perfect 
the “means” to achicve them. Preoccupation with mechanisms of discase 
and the processes of health care, particularly the advent of each new tech- 
nology, seems to overshadow the ability to set goals designed to meet the 
public’s needs. Fresh ways of thinking about the problems and new insti- 
tutional and individual competencies will be demanded of both fuoulty and 
students. Recognition of the population's needs. provides the justifigation for 


termine the profession’s capacity to respond 


Where the general practitioner is 
ce, the ratio of generalists to spe- 


States the situation is the reverse; 


the content of education, and the 


Chapters 7 and 8 and their specific, proposals for redefining the mission of 


the medical school to encompass concerns for the entire eae rea 
Py « aN © “ > ~ Dw SO ta ‘$C I ‘ 
Rudolf Virchow (1821-1902) asserted that ae ei oan oe: 
and politics nothing but medicine on a large scale.” Redefining : 
i i ire political activity—in the best sense of the 
of the medical schoo! will require p ¢ : ie 
several fronts. This includes medical school politics, as well as 
Beat acd ian politics. Individual medical schools can take initiatives to 
ocal and nauioné . Individual Pe Ti oe ae 
prepare and promulgate specific mission statements, oe Press ae el 
¢ institutions that fall short of so- 
ia Ci > , sar on those institutions 
eee sae tf 5 governmental influence can be directed to- 
= 4 “* ’ n 
cictul expectations; political a Se ee Sy eee 
ward Scheie the shared vision that 1s essential for aes metas ie 
. 2S “ < 4 S$ Si . s 
sun be exerted through institutional requirements set by os ee eee 
Ge “al Medical Council in Britain, the Accreditation xe) ese nee 
a a dical Council und the Liaison Commilice o, : oe 
ao rae ; : ici sociations, the Assoc 
teil American and Canadian Medical Associ sean aan 
cation of Medical Colleges, and the Association : Re Leos 
of Sibel ddition to the latter two ens ae SER a 
Colleges. In ad . United States, all the Roya Bes ee i 
Medical Examiners 1 ee cous iedical specialty boards and soci 
Australia and Canada ape ihe a. irements that ensure the attain- 
peels ‘ ance require s Un 
am can ‘Set examination and entrance req 
elics can $ 


ll four countries, the attitudes of 
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ment of specified competencies. Finally, 
tralian, and Canadian Parliaments and th 
Legislatures, 


the British Parliament, the Aus- 
€ respective State and Provincial 
the United States Congress and State Legislatures can hold 
hearings, legislate, and use the power of the purse. In all of this 
schools should remember that in every previous renegotiation of the social 
contract with the profession, society has always won. There is every reason 
to believe that in resolving the problems and issues we have raised, socicty 
will win again, 


» medical 
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David S. Greer 


“Redefining the Mission of the Medical School” 
Canada, the United Kingdom, the United State 
1s In the accurate and incisive identific 
ness is in the forces it identifies as a 
formidable defenders of the 
inhi ay civility of the establishment that 
ea ae Communication, will sce the error of its ways and 
ei ae ett oO provides little support for such optimism. 
mroricas review that comprises the first h 
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areas is often regarded as “political” or Jeti 
jate i “objective” scienti mmunity. 
logical and therefore inappropriate in an pia panties 6.8 take 
It is therefore significant that the authors omit po ae Lp ee 
t of potential solutions and rely, instead, on “co Pp 
“allies in the urgent quest for needed 
k allies, if indeed they are allies at 


medicine; education in these 


sure from their lis 
developments” that they perceive as 
change.” To me, they appear to be wea 


all. ‘ 
The Information Revolution has certainly expanded and improved the pop 


ulation database. But sufficient information to document societal need has 
existed for decades without substantial response frorn the academic a 
professional sectors. Sclf-interest has generally triumphed baci ioemrerasart 
altruism, as it does’in most human: endeavors. © rie a s: ae 

Improved communication, the authors’ second ally, is. a two-ed ged sword: 
trumpeting the, latest,“migacle cure” derived from; reducttonist biological re- 
search may more effectively mobilize the support of the masses than appeals 
to their communal instincts, particularly in these days of relative atrophy of 
the latter tendencies. 

It seems odd to me that authors’ count molecular bioiogy as an ally. Granted 
its valuc, | had always thought of it as the enemy, not to be destroyed but 
rather to be constrained. To make molecular biology an ally, somewhat strained 
second-order thinking is required that relates it to socictal issues. 1 have 
detected no tendency to such extension of the field among molecular biol- 
ogists or its advocates. Similarly, the interest of the academic community 


Finally, the managers of health services that I know have minimal interest 
in “population-based concepts,” except as they may affect market share and 


profit. Manigers, ‘by definition, make ncither policy nor revolutions. They 
respond to the needs of their sponsors, in this 


best they compromise those needs only as a m 
their sponsors’ ends; thus, the focus on consu 
to the welfare of the providers. 


I do not fault the authors for their reluctance to face the unpleasant and 
inevitably stormy consequences of their call for revolutionary chin It is 
difficult to develop successful revolutions, to feel confident stitch mv : 
uous methods required. will produce the desired improvements: th = 
chaos and retrogression, Despite the authors” ‘assertion ey 
may be a particularly bad time to effect radicai < 
the dominant mood seems egocentric, individu 
revolutionary to many observers. Where will t 
come from? In Leon Eisenberg’s words, 
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ciplines. So should there be 
professions and the training 


, if not the policy, roles built on these dis- 
an interlocking between the training of those 
of doctors? We talk about this as between the 


traditional health professions although we do not make much of a fist at 
nD. Hamilton. it. If we are to attempt the same with this 1 


sions we will have to build 
port on Medical Education in the United States The World Health On 
his time establishing the prime 
ntific foundation for medical education, for the involver 


nuch broader sweep of profes- 
quite different links within our universities. 
anization called for universities to play a compre- 
: : hensive role in primary health care, recopnizing the importance of man- 
importance of a I y , 6 6 P 


aham Flexner in his re 
Canada spent much of 


agement, cnvironmental sciences, and the social sciences. The! list of 
nent of teachers eit mi et Tee. 

search, and for students to learn from the direct experience of the care professions and disciplines relevant to health and welfare is almost end- 

: * : : : . less. If well-founded and sufficient medical education were to require both 
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ther remedial . . . but the physician’s function is fast becomming social’ and pre- oratory and bedside. So for these wider fields, students would need com- 
ive, rather than individual and curative. Upon him socicty relics to ascertain, i 
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nny ae euaelenierce. 08 GN ap ae and change of the physical and social environment of socicty. Both the 
sc and make positively for physical and moral well-being. It gocs without say- academic and the logistic requirements of this are enormous and for small 
— s aa schools the resources may just not be available. Flexner consigned many 
small schools to the wall for just that reason, 
* The authors speak of the opportunity of medicine to seize again at lead- 
ership role, Perhaps they have underestimated the role of those outside ol 
the profession in the shaping of medicine. Abraham Flexner, Aneurin Be- 
van, and Florence Nightingale are striking examples. Maybe our ee 
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and technology that underpin an expiifision in ‘the role fe) br ate ie 
health of the population. The new ee ts some ak nae recliner 
ned by Flexner. While this volume has'to do with the role o Boge 
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None will argue with the general thrust of the Sa ae ne See 
this chapter. None will deny that the medical protessoy i i z S * 
as best it may the needs of the socicty that it serves anc oy whic 

pena asi he threads of the arguments on which the 
it is supported. In teasing out the threac : ; ae. 
statement is based it is important that its coherence should not ee bap | 
ished. But it raises a number of interesting and fundamental questions that 
are worthy of exploration. Some relate to definitions and divisions of re- 
sponsibility and others to educational concepts and principle. 

It is self-evident, although readily forgotten, that the quality of tomor- 
row’s health services will depend in large measure on the’ students of to- 
day—on their selection, their education, and their attitudes. It will depend 
also on the scope and. success of today’s research, much of it undertaken in 
or in association with medical schools, and its translation into the clinical 
practice of tomorrow. The responsibility of the medical schools is thus par- 
amount and the need for them to respond to the changing circumstances and 
expectations of society is undeniable. But their capacity to take responsi- 
bility for the political and financial manipulation of social change is less 
certain and probably differs in the four countries. In the United Kingdom 
the setting of priorities. in healthcare and the allocation of resources are the 
business, of the: National Health Service (NHS) rather than the facultics of 
medicine, andthe NHS, has a major role irl the funding of postgraduate and 
continuing medical education. That is not to-deny the growing’ recognition 
of the importance of a firm Partnership between the NHS' and the medical 
schools both in educational matters and in service provision, 
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t least partial surrender to pragmatism and 
AS'tegards researct, whi i | < 
ile there is much to be said f 
Aes » fesearch, © be said for the develop: 
of a Strategic approach to resea Ae 


its of molecular biology, rightly seen 
of Outstanding importance, might have cluded 


Bical research and it is justifiably 
areas Of science, many involving 
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exciting and challenging technological developments, There are the pes: 
‘olisil reasenee teens lemiological research is often slow in its returns and 
hee bees prove a disincentive. But perhaps more important 
Phe ee of outcome in terms of practical asses 7 
argue that interventions are justifiable only when iN oe ss e : v 
on which they are based is beyond dispute and theu ellecty CUCSS IS C eat y 
demonstrable. Such high standards of prool are not required “y all and some 
would justify the introduction of prevention Programs on the balance ol 
probability” ‘in the belief that scientific certainty is seldom if ever achiev- 
able. ‘There is the added deterrent that in our, present. state. of knowledge 
success in bringing about change in patterns of human. behayior in. absence 
of immediately obvious gain is highly problematical. Controversies in the 
ficld of coronary heart disease prevention and in various screening programs 
illustrate these dilemmas. 

There can be no argument about the need for medical education to become 
more aware of and receptive to the needs of sufferers from a wide range of 
conditions, many of them stress-related and hitherto regarded as banal. The 
combination of ignorance of their mechanisms and inadequacy in their man- 
agement has led to a lamentable degree of neglect by the medical profession 
and the flourishing of therapeutic programs administered by others. The ma- 
nipulation of populations, however, raises problems of a different order and 
when the initiative Comes from the doctor rather than the patient, the ancient 


“injunction primun non nocere is surely paramount, 
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PEUEOR ISD Da pea car scare MUA aii CN a 
General Discussion |. 
There was agreement that are:too'many misriatches between what medical 
‘schools do and whit is ‘needed or expected by society with respect to health 
services and the mixes of Physicians. ‘The roles of medical schools should 
be understood within the broad Context that includes all the health profes- 
sions (including ‘medicine), the health Gare system, societal trends and ee 
ues, and the prevailing political arrangements: Although there are substantial 
differences among the four countries, there Appeared to be common voals 
and even means, that are applicable to most of their medical se as _ 
medical schools. The 


mission of the medical schoo! requires redefining but of 


than what we say is what we do: this imbal 
There was less 


greater importance 
ance should be addressed, 
for all medical schools to un- 
eae O assuring that all faculty members and stu- 
this: bo ig a a ree Perhaps Only some should do 
ae cone aan beer should not? Is there a set 
bole re Population perspective that « 
Sa Wh eee graduates, or Just of some? ane ae ei 
a physicians to undertake all the roles Proposed for ata mee 
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capiacily lo undertake needed changes or must the impetus 
come from external social, economic, and political forces? How br 
mandate should medical schools assume, in addition to being the i 
for selection and preparation of future physicians? For ex Reah 
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oO medical schools have within themselves, the cnergy, motivation, and 


» even demand, 
ad a 
“filter” 
ample, should the 


faculty assume responsibility for influencing physician payment systems to 
achieve better balance in the provision of health services? 


Several suggestions for facilitating both local and more general changes 


were advanced: 


a brodd rage’ bf “Stakgholders* including community leaders, government 
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officials,’ studénts, /proféssional! organizations, voluntary agencies, con- 
eos Vt, } Pipteio. fe? 


ie 


Dedicated funds could be sought (or innovative interdisciplin 
bearing on high priority heulih’ problems in the community and for edu- 
cational experiments related to societal needs and expectations, 

Faculty development programs are needed to prepare present and future 
medical faculty members with the “new skills’ required fol duidh  under- 
takings as: academic strategic planning, restructuring (social) organiza- 
tions, becoming a constructive ,partner with commuyniti¢s and, goyenn- 
ments, ete., and curriculum Planning, 1o, incorporaty ithe ,,popadation 


perspective and related skills; and oo. pig te coy an oni Ban eae 
Create opportunities for students, and especially faculty, members, to, work 
in community settings (sometimes referred to. as Scommunitysbased, ¢x- 
pericntial learning”) and, make, this activity any integral part of the academic 
reward system. Saar nie, tol ih yeonis atomic 
sj { ea jae ae 
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This is a chapter with a point of view. In brief, since: médical care is a social 
good, medical schools have “social responsibilities” that can and should be 
manifest in their mission and activities. Our exploration’ of this thesis will 
begin. with an examination of the origin of the medical school’s mission in 
the notion of “social contract,” go on to.a description of tic Tegitimate roles 
of physicians, ask next how (or if) we prepare physicians for these roles, 
and, finally eeyiew the opportunities for (and’ sources of 'fesistance to) mis- 
sion-driven change in medical schoals:tdo! not seek todehigrate medical 
schools. They. ate, the communities: in-which' I:live land work.F ddmire their 
j#gcomplishments:as bastions af biomedical science did Wwotty about the fo- 
cus and quality. of their other activities, hese’ zrevthe loving’ aid' serious 
criticisms Of a,native son... awind aidan eait 6 Vo sonsnede ofl | 
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Il. The Medical School’sMissioh epimBsl lo aioe 6 23 Yoel To 
Tee “ica cae .pecidnt oviliga bee Ts Jif To ‘NorioBB1VOs 
a ; ; ch retro {3 ony hol-ywiizoitua tl goltarhog 
TH&! medical’ 'schobl’s central responsibility is for the education of, physir 
Gidtis, In’ this simple, declarative form the statement, seems. almost taytor 
logi¢’) Most of the physicians will go on to careers of medical, practice. agd 
‘a gnialler proportion will devote themselves principally, to, feseareh, Agaghs 
ing, or both, The cumulative expericnee of the, past, 50, years, in medical 
sciehde, MiUieal education, and medical practice suggests, that all, no matter 
what the ‘dotiinant activities of their careers, need to, be prepared. for, life: 
tinies'Of dnitinuéd ‘scholarship, since a considerable fraction. of thg body. of 
knowledge and’skills physicians acquire in medical school is, subject t9 obs 
soléscencd and/or decay Well before the end of their careers (Manning and 
DeBakey 1987). , eats rin ode Honda | 
Many would think this a too-narrow construct for the mealicn| sohoel's 
mission’, however, particularly in North America where medical schools do 
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